In the pediatric population, the risk of developing an infectious endocarditis following the percutaneous closure of an atrial septal defect (ASD) is extremely rare. We report the case of a 10-year-old child who developed an infectious endocarditis nineteen months after closure with an Amplatzer septal occluder without residual shunt.
INTRODUCTION
Atrial septal defects are the second most common congenital heart malformations, following ventricular septal defects, with an incidence rate of 5% to 10% [1] .
Ostium secundum type atrial septal defect (ASD) account for 80% of these cases.
Only this type of ASD can be repaired by a septal occluder to avoid open heart surgery. Indications for intervention include right ventricular dysfunction due to volume overload, significant shunting with a Qp:Qs ratio >1.5:1, pulmonary arterial hypertension, supraventricular arrhythmias and decreased functional capacity [2] . Bacterial endocarditis is an infection of the endocardium often associated with a cardiac predisposition. Based on large population studies, the incidence of infective endocarditis in patients with ASD closure with a septal occluder is 0% to 2% [3] . According to the American Heart Association (AHA) guidelines published in 2007, antibiotic prophylaxis for bacterial endocarditis is indicated in patients in whom such an infection represents a high risk of morbidity and mortality. There are 4 categories of high-risk patients: prosthetic heart valves, history of bacterial endocarditis, developed valvulopathy on a transplanted heart, and congenital heart defects. In the latter category, only unrepaired cyanotic congenital heart defects, congenital heart defects repaired within the last 6 months and congenital heart defects repaired with a residual defect at the site or adjacent to the prosthetic material require antibiotic prophylaxis for bacterial endocarditis [4] . Rep An endocarditis that develops rapidly after an intervention may be due to bacterial inoculation during the procedure.
Late endocarditis is often secondary to hematogenous dissemination from another infectious site [8] . According to the AHA, the majority of bacterial endocarditis is secondary to transient bacteremia during daily life activities and not following a dental, gastrointestinal or urinary procedure.
Bacterial prophylaxis probably prevents a small number of cases resulting from these medical procedures, but even if the prophylaxis was completely effective, only a small part of these cases would be prevented. The prevention of bacteremia by adopting adequate dental hygiene is probably more effective than antibiotic prophylaxis. Moreover, the growing emergence of bacterial resistance to antibiotics may exceed the benefits of this practice [4] . Several studies suggest that the exposure of metal coils due to a lack of endothelialization favors the deposition of fibrin strands, which promotes the formation of a thrombus and therefore the possibility of developing endocarditis [7, 8, [11] [12] [13] ]. However, in 3 of the 21 cases reviewed by Amedro et al., the septal occluder was fully endothelialized [10]. One can speculate that the lack of endothelialization is only a co-factor in the development of endocarditis. It is also speculated that the incidence of incomplete endothelialization of device is low otherwise there would be a higher rate of bacterial endocarditis There are different devices available on the market, with efforts to reduce migraine headaches that are thought to be triggered by sensibility to nickel [16] . The Amplatzer Septal Occluder 
